Goldie-Coldman model, decreasing the number of viable tumor cells will decrease the rate of somatic mutations that often perpetuate drug resistance [10] .
The question yet to be fully answered is whether these theories of surgical cytoreduction can be extrapolated out to confer a survival advantage in patients with advanced or recurrent endometrial cancer who undergo cytoreductive surgery.
Primary cytoreductive surgery for advanced-stage endometrial cancer
The conceptual approach to cytoreductive surgery for endometrial cancer evolved originally from radiation therapy studies that parenthetically suggested a positive effect of smaller volume, residual disease on overall survival. In 1983, Greer and Hamberger reviewed a series of 31 women with stage III-IV endometrial carcinoma confined to the abdomen who were treated with whole abdominal and pelvic boost radiation [11] . A total of 27 patients with residual disease of 2 cm or less had an absolute 5-year survival rate of 63% compared with 0% for the four patients with residual tumor greater than 2 cm. Martinez et al. similarly studied 25 patients with stage III-IV disease who underwent cytoreductive surgery to 2 cm or less, followed by whole abdominal radiation with nodal boost, and again noted that the size of the residual tumor was prognostic [12] . These studies were not designed to evaluate the effect of primary Endometrial cancer is the most common gynecologic malignancy in the USA with 40,000 women estimated to be diagnosed in 2009 [1] . Although patients with advanced-stage endometrial cancer represent only 10-15% of all newly diagnosed cases, they account for over 50% of all uterine cancer-related deaths [2, 3] . The 5 -year survival rates for stage IV disease are as low as 10-20% [4, 5] . Patients with metastatic and recurrent disease respond poorly to current therapeutic regimens and, as a result, the optimal management in these women is not well established. Several retrospective studies have examined the role of cytoreductive surgery in these patients, especially when combined with adjuvant r adiation or chemotherapy.
Although the role of cytoreductive surgery in endometrial cancer is still evolving, the survival benefit of optimal cytoreduction for ovarian cancer has been confirmed by multiple retrospective and prospective studies, and is now well accepted. The landmark article by Griffiths in 1975 noted the direct correlation in ovarian cancer between the size of residual disease remaining after surgical cytoreduction and overall survival [6] . The survival benefit associated with surgical cytoreduction relies on a number of theories [7] [8] [9] . Reduction in the tumor size will decrease adverse metabolic effects, leading to improved patient comfort and performance status. Tumor debulking can enhance perfusion and drug delivery. Finally, according to the Review Cytoreductive surgery for advanced and recurrent endometrial cancer: a review of the literature
There is no standard approach to managing women with advanced or recurrent endometrial cancer; however, there is increasing evidence to support a role for cytoreductive surgery in these women to improve survival outcome. The existing literature is limited by the inherent biases of retrospective studies, as well as small numbers of patients in individual studies; however, the association between optimal or complete cytoreductive surgery in patients with advanced and recurrent endometrial cancer and improved overall survival has been consistent. Furthermore, there is also a strong association between the size of postoperative residual disease and survival; as such, maximal cytoreduction should be the goal in carefully selected patients with advanced or recurrent endometrial cancer who are candidates for surgical management. Additional prospective research is needed in order to further define the role of cytoreductive surgery in advanced and recurrent endometrial cancer, and to develop effective adjuvant therapy to be used postoperatively in order to improve the prognosis in these women.
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cytoreductive surgery; however, the results did suggest a correlation between residual disease volume and subsequent survival outcome.
Two additional reviews of advanced-stage endometrial cancer were published in the early 1990s. Pliskow et al. observed 41 cases of stage III-IV endometrial cancer and found that the extent of disease and tumor bulk were prognostic. Patients who received surgery plus radiation had an overall 5-year survival rate of 38% compared with either surgery (8%) or radiation alone (25%) [13] . Goff et al. was the first to specifically investigate the role of residual disease on survival when they reviewed 47 cases of patients with stage IV disease and reported a median survival of 18 months in 29 women with surgically resectable disease versus 8 months in those who did not undergo surgery (p = 0.0001) [14] . However, the size of residual disease was not specified. Nonetheless, cytoreduction was the only statistically significant prognostic variable after multivariate ana lysis (p = 0.04). Several studies have been conducted since that examined the role of cytoreductive surgery for advanced endometrial cancer, although all of them are l imited by their retrospective nature (Table 1 ) [15] [16] [17] [18] [19] .
The first study to rigorously investigate the role of surgical cytoreduction in stage IV endometrial cancer was conducted by Chi et al., who categorized patients into three groups based on surgical outcome: group I (n = 24) underwent optimal cytoreduction to 2 cm or less; group II (n =21) underwent suboptimal cytoreduction with residual disease greater than 2 cm; and group III (n = 10) had unresectable carcinomatosis [15] . All histologic subtypes were included. The median survival rates were 31 months for group I, 12 months for group II and 3 months for group III (p < 0.01). Notably, there was no statistically significant difference in survival between patients with metastatic disease of 2 cm or less before surgery and those who initially had metastatic disease greater than 2 cm and were subsequently optimally cytoreduced, suggesting that surgical effort and aggressive tumor reduction could potentially increase survival even in advanced disease.
Bristow et al. defined optimal c ytoreduction as residual disease of 1 cm or less in a retrospective ana lysis of 65 patients with stage IVB endometrial cancer, and 55% of patients completed primary cytoreductive surgery with optimal disease status [16] . The histologic subtypes were as follows: 34% endometrioid, 32% serous and 17% mixed. Residual disease, performance status and age were found to be independent predictors upon multivariate ana lysis. The median survival rate was 34 months for patients undergoing optimal cytoreductive surgery compared with 11 months in patients left with disease greater than 1 cm (p = 0.0001). In the optimally cytoreduced group, patients with only microscopic residual tumor had a significantly longer median survival than patients with optimal but macroscopic residual disease (41 vs 15 months; p = 0.0001), suggesting a role for maximal cytoreduction to no grossly visible residual disease at the time of primary surgery in advanced endometrial cancer.
Ayhan et al. also used the size of 1 cm or less of residual disease to define optimal cytoreduction in a study of 37 patients with stage IVB endometrial cancer and was again able to demonstrate a survival advantage for maximal cytoredection [17] . All histologies were again included, with endometrioid being the most common. The median survival was 25 months in the optimal group compared with 10 months in the suboptimal group (p = 0.001). Further stratification of the optimal group demonstrated a median survival of 48 months if left with only microscopic disease, versus 13 months in patients with optimal but macroscopic residual disease (p = 0.001). On multivariate ana lysis, optimal cytoreduction, adjuvant cisplatin-radiation therapy and extra-abdominal metastases were significant. The effect of complete cytoreduction on overall survival, which is supported by both Bristow et al. [16] and Ayhan et al. [17] , can be explained through many hypothetical mechanisms that have been described in ovarian cancer. After surgical cytoreduction, patient comfort and performance status are thought to be improved by a decrease in adverse metabolic effects. In addition, debulking is thought to enhance perfusion and drug delivery and decrease the rate of spontaneous mutations that can lead to drug resistance.
More recently, two additional studies have also demonstrated a survival benefit to optimal cytoreduction. Lambrou et al. excluded papillary serous and clear cell histologies when reviewing 58 patients with stage IIIC and stage IV disease [18] . A total of 72% of patients were optimally debulked, as defined by residual disease of 2 cm or less, and had a longer median overall survival compared with suboptimally debulked patients (18 vs 7 months, respectively; p = 0.001). Van Wijk et al. included patients with stage IIIA disease, utilizing no macroscopic disease as the definition of optimal cytoreduction, and again demonstrated a significant survival benefit to optimal surgical cytoreduction [19] .
With careful patient selection, cytoreductive surgery in advanced endometrial cancer can be performed with an acceptable morbidity. Ayhan et al. reported that morbidity was severe in 24% of cases and mild in 16% [17] . Interestingly, in the study by Lambrou et al. [18] , the proportion of patients with major postoperative complications was greater in patients with suboptimal cytoreductive surgery compared with those with optimal cytoreductive surgery (38 vs 7%, respectively; p = 0.005). The optimal and suboptimal groups had statistically similar radical, debulking procedures and bowel resections, leading the authors to conclude that the increase in morbidity in the suboptimal group was probably second ary to the biology of the disease, rather than the extent of surgery.
In summary, each of the aforementioned studies demonstrated improved overall survival associated with small volume disease remaining after primary resection. Similar to ovarian cancer, maximal surgical cytoreduction to no grossly visible residual tumor was associated with an improved median overall survival and should be the goal for patients with advanced-stage endometrial cancer to maximize response to adjuvant therapies. The percentage of patients that were successfully cytoreduced, whose definition ranged from no grossly visible disease to 2 cm or less depending on the study, was 53-75% [15] [16] [17] [18] [19] . Morbidity was acceptable. These observations highlight the importance of an extensive pre operative work-up and the challenge of predicting which patients are appropriate candidates for an attempt at o ptimal surgical resection.
Primary cytoreductive surgery for advanced-stage uterine papillary serous cancer
Uterine papillary serous cancer (UPSC) is a more aggressive type of endometrial cancer requiring extended surgical staging (as is the case for ovarian cancer), with approximately 70% of patients found to have stage III-IV d isease at the time of initial exploration [20, 21] . The 5-year survival for advanced-stage disease is very low, ranging from 0 to 15% [22] . The rarity of this type of tumor makes prospective studies difficult; however, there are several retrospective studies suggesting a role for surgical cytoreduction in the m anagement of stage III-IV disease ( Table 2 ) [23] [24] [25] [26] [27] .
Bristow et al. was the first to describe a series of 31 patients with stage IV UPSC undergoing primary cytoreductive surgery and defined optimal as 1 cm or less [23] . A total of 52% of patients were optimally cytoreduced and the median overall survival of optimally cytoreduced patients was 26 months compared with 10 months in the suboptimal group (p < 0.001). Maximal diameter of residual tumor proved to be statistically significant as patients with microscopic disease had a median survival of 30 months compared with 21 months in patients with optimal but macroscopic residual disease (p = 0.004). There was also a survival advantage for patients receiving postoperative platinum-based chemotherapy, underlining the importance of adjuvant therapy after primary surgical intervention. Multivariate ana lysis demonstrated that cytoreductive surgical outcome was the only statistically significant predictor of survival, although the study Other studies provide further support for maximal surgical cytoreduction in advancedstage UPSC [24, 25] . Memarzadeh et al. retrospectively reviewed 43 patients with stage III-IV UPSC [24] , excluding eight patients with stage IIIA disease from ana lysis of surgical cytoreduction. In this study, 57% of UPSC were deemed optimally cytoreduced as defined by no grossly visible residual disease. The median survival of patients with only microscopic disease after surgical cytoreduction was significantly improved compared with those left with grossly visible disease (40 vs 10 months, respectively; p < 0.001). In the largest review of 70 patients with stage IIIC-IV UPSC, Thomas et al. utilized 1 cm or less as the marker for optimal cytoreduction and noted an improved survival in the optimal compared with the suboptimal group (20 vs 12 months, respectively; p = 0.02) [25] . The survival advantage increased when surgical resection to microscopic disease was compared with optimal, as defined by 1 cm or less, but grossly visible residual tumor after surgery (51 vs 14 months, respectively; p = 0.002). Importantly, survival was not influenced by the necessity of performing radical procedures to achieve maximal cytoreduction, suggesting that tumor burden at the conclusion of the surgery is more important than the distribution of disease at presentation.
Most recently, Gardner et al. looked at 48 patients with advanced-stage UPSC and found that the disease-specific survival was significantly improved in patients with residual disease of 1 cm or less compared with suboptimally cytoreduced patients (51 vs 13 months, respectively; p = 0.004) [26] . Similar to previous studies, 58% of patients were successfully cytoreduced. After multivariate ana lysis, optimal debulking, platinum-/taxane-based adjuvant treatment and age were significantly associated with survival.
A multi-institution review by Moller et al. of 49 patients with stage IV UPSC did not find a statistically significant advantage for optimal cytoreduction of 1 cm or less compared with suboptimal cytoreduction (15 vs 8 months, respectively; p > 0.05), but it did demonstrate a trend toward prolonged survival in patients with optimal cytoreduction combined with adjuvant therapy compared with suboptimal cytoreduction combined with adjuvant therapy [27] . Platinum-based adjuvant chemo therapy was associated with a longer median survival compared with those who did not receive platinum chemotherapy, regardless of extent of residual disease (21 vs 2 months, respectively; p < 0.0001). A total of 23% of patients had serious postoperative complications, with no significant difference between the optimal and suboptimal groups.
In summary, specifically looking at advancedstage UPSC as a distinct histopathologic variant of endometrial cancer, the majority of patients (range: 52-60%) could be optimally cytoreduced and demonstrated an associated survival advantage. Further stratification of size of residual disease supports the goal of maximal cytoreduction in advanced UPSC to achieve an improved clinical outcome. These findings are similar to studies of advanced endometrial cancer that included all histologic subtypes and demon strated a survival advantage to [27] Thomas et al.
IIIC/IV <1 70 42 28 60 20 12 0.02 [25] Gardner et al. Cytoreductive surgery for advanced & recurrent endometrial cancer -Review cytoreductive surgery. The percentage of UPSC in these studies ranged from 8 to 32% [16, 17] . The use of platinum-based adjuvant chemotherapy in UPSC also demonstrated a survival benefit, which is logical because systemic chemotherapy as an adjuvant treatment would theoretically be preferred given the propensity of UPSC to recur in the upper abdomen as well as extra-abdominally.
Cytoreductive surgery for recurrent endometrial cancer
The risk of endometrial cancer recurrence ranges from 7.7 to 63.3% depending on specific prognostic factors [28] , and treatment options must be tailored based on previously administered treatment and radiation exposure, location and extent of disease, as well as palliative or curative intent. The role of surgical treatment in recurrent endometrial cancer has historically been limited to total pelvic exenteration (TPE) in select patients with vaginal apex recurrences within a previously irradiated field, with reported long-term survival rates of 20-45% but complication rates of 60-80% [29, 30] . However, for the majority of patients with recurrence who are not candidates for pelvic exenteration, the existing treatment options have not proven to be very effective. Thus, more recently, investigators have tried to determine if debulking principles could be applied to recurrent endometrial cancer in order to enhance the response to salvage therapies (Table 3 ) [31] [32] [33] [34] . TPE is not a separate surgical scenario from debulking, but a patient must meet specific criteria to be a candidate for this procedure. Patients who would not be served by a TPE may still benefit from surgical cytoreduction with similar long-term survival to TPE. TPE patients were included in some studies and excluded in others; however, this review aims to investigate the role of surgical cytoreduction in any form and does not seek to specify the extent of surgery necessary to achieve cytoreduction. Scarabelli et al. was the first to investigate the role of cytoreductive surgery for recurrent endometrial cancer in 1998 [31] . In a review of 20 patients, 65% were able to achieve complete macroscopic resection of disease and had an improved survival compared with women left with measurable disease (12 months vs undefined; p < 0.01). Two patients (10%) had major perioperative complications, and there were two (10%) perioperative deaths.
Other investigations have followed with similar conclusions [32] [33] [34] . Campagnutta et al. examined 75 patients with recurrent endometrial cancer and surgically cytoreduced 75% of patients to 1 cm or less with a significant improvement in overall survival when compared to patients with residual disease greater than 1 cm (53 vs 9 months, respectively; p < 0.05) [32] . A total of 64% of patients underwent complete macroscopic tumor resection. The presence of solitary rather than multiple sites of tumor recurrence was the only clinical characteristic predictive of optimal resection. On multivariate ana lysis, amount of residual disease, use of postoperative chemotherapy and central pelvic recurrence were significantly associated with improved survival. There was a 31% rate of major surgical complications, mostly hemorrhagic, and an 8% mortality rate for surgical complications after the postoperative period. Awtrey et al. investigated 27 patients and cytoreduced 67% of patient to 2 cm or less and 56% to no grossly visible residual disease [33] . Size of residual disease was the only significant predictor for overall survival, with a median survival of 43 months in patients with 2 cm or less of disease postoperatively compared with 10 months if residual disease measured greater than 2 cm (p = 0.01). In this study, 33% of patients required transfusion, but there were no major perioperative c omplications or mortalities. In 2006, Bristow et al. identified 61 patients with recurrent endometrial cancer and were the first to include a nonsurgical treatment group for comparison [34] . A total of 35 patients underwent surgery and had a longer median survival than the nonsurgical group (28 vs 13 months respectively; p < 0.0001). Complete cytoreduction was achieved in 66% of patients and was associated with a median postrecurrence survival of 39 months compared with 14 months for those left with grossly visible residual disease (p = 0.0005). Blood products were given in 29% of cases with no perioperative deaths.
In summary, cytoreductive surgery for recurrent endometrial cancer was possible in 65-75% of patients and was consistently associated with an improved survival in multiple retrospective studies [31] [32] [33] [34] . Although still under investigation, cytoreductive surgery is an appropriate treatment option with acceptable morbidity for carefully selected patients with recurrent endometrial cancer. The reduction in tumor burden would theoretically improve response to subsequent therapy based on the same principles used to explain the survival advantage of c ytoreduction in the setting of ovarian cancer.
Limitations of available data
After reviewing the existing literature on the role of cytoreductive surgery in advanced and recurrent endometrial cancer, it is important to recognize some of the limitations. First, the retrospective nature of all of the studies identified carries an inherent selection bias. Next, the numbers are small in each study, given that the majority of endometrial cancer presents at an early stage. Furthermore, the definition of 'optimal' for surgical cytoreduction varied among studies. Finally, the adjuvant postoperative treatment regimens for advanced and recurrent endometrial cancer are not standardized, and the variable treatment courses may have impacted survival outcomes.
Conclusion
Despite these limitations, several general conclusions can be made. First, there is consistent evidence to support an intensive surgical approach to achieve optimal primary and salvage cytoreduction in advanced and recurrent endometrial cancer in order to improve survival. Second, analogous to the surgical treatment of ovarian cancer, there appears to be a stepwise improvement in survival based on the size of residual disease remaining postoperatively, with the greatest clinically significant advantage observed for patients cytoreduced to only microscopic residual disease. Third, surgical cytoreduction is associated with an acceptable morbidity and mortality in carefully selected patients; further research is needed to help identify which patients would be appropriate candidates for surgical intervention. Fourth, prospective multi-institutional studies are needed to increase the number of patients enrolled and to further validate the survival advantage associated with surgical cyto reduction that has been demonstrated in numerous existing retro spective studies. Finally, the role of cyto reductive surgery in advanced and recurrent endometrial cancer is only a stepping stone to improved overall survival and relies on the continued development and implementation of effective adjuvant therapy.
Future perspective
Although it will be challenging to conduct, prospective multi-institutional studies are needed to validate the consistent findings of the existing retrospective studies, which suggest that the size of residual disease after surgery has an important impact on survival for patients with advanced and recurrent endometrial cancer. Given the relative infrequency of advanced-stage endometrial cancer, cooperation among institutions will be required to develop prospective studies investigating the role of cytoreductive surgery in endometrial cancer.
With surgical cytoreduction in advanced and recurrent endometrial cancer gaining more ground, it will be important to improve our preoperative assessment to be able to select appropriate candidates who can achieve cytoreduction and benefit with an improved overall survival. A patient's preoperative performance status and existing comorbidities will help to determine which patients would be able to tolerate large-scale surgery. Selection criteria that have demonstrated survival benefit after undergoing secondary cytoreductive surgery for ovarian cancer include: size of postoperative residual disease, specifically complete cyto reduction to no grossly visible disease; longer disease-free interval; younger age; and fewer radiographic sites of recurrence [35] [36] [37] . It is reasonable that the selection criteria used by some for secondary cytoreduction in ovarian cancer can tentatively be extrapolated out for recurrent endometrial Introduction • Endometrial cancer is the most common gynecologic malignancy in the USA.
• Patients with advanced-stage endometrial cancer account for only 10-15% of newly diagnosed cases, but are responsible for over 50% of all uterine cancer-related deaths. • The role of cytoreductive surgery in advanced-stage and recurrent endometrial cancer is still evolving.
• Theories regarding the survival benefit of surgical cytoreduction include: decreased adverse metabolic effects leading to improved performance status, enhanced perfusion and drug delivery, and decreased rate of spontaneous mutations that can perpetuate drug resistance.
Primary cytoreductive surgery for advanced-stage endometrial cancer
• The first studies to suggest an effect of primary cytoreductive surgery on overall survival in advanced-stage endometrial cancer were from the 1980s and were initially designed to study radiation therapy. • Five retrospective studies, including a total of 272 patients, examining primary cytoreductive surgery in advanced-stage endometrial cancer have consistently demonstrated an increased median overall survival with small volume disease postoperatively. • Similar to ovarian cancer, there is evidence that maximal surgical cytoreduction to no grossly visible residual disease should be the goal to further improve survival.
Primary cytoreductive surgery for advanced-stage uterine papillary serous cancer
• Uterine papillary serous cancer (UPSC) is a more aggressive type of endometrial cancer, with approximately 70% of patients found to have advanced-stage disease at the time of initial exploration. • The 5-year survival for advanced stage UPSC is very low at 0-15%.
• Five retrospective studies, including a total of 233 patients, specifically looking at primary cytoreductive surgery in advanced-stage UPSC have consistently demonstrated an association with improved median overall survival. • Again, there has been support for maximal surgical cytoreduction to no grossly visible residual disease to further improve overall survival.
• The use of systemic platinum-based adjuvant chemotherapy demonstrated a survival benefit, which is logical given the propensity of UPSC to recur distally.
Cytoreductive surgery for recurrent endometrial cancer
• The risk of endometrial cancer recurrence ranges from 7.7 to 63.3%.
• Surgical treatment in recurrent endometrial cancer has historically been limited to pelvic exenteration in select patients with vaginal apex recurrences within a previously irradiated field; however, the majority of patients with recurrence are not candidates for exenteration. • Four retrospective studies, including a total of 157 patients, concerning cytoreductive surgery in recurrent endometrial cancer have consistently demonstrated an association with improved median overall survival.
Limitations of available data
• The existing literature is all retrospective and, therefore, has an inherent selection bias.
• Owing to the relative infrequency of advanced and recurrent endometrial cancer, the numbers in each study are small.
• Adjuvant postoperative treatment regimens for advanced and recurrent endometrial cancer are not standardized, and the variable treatment courses may have impacted survival outcomes.
Conclusion
• There is consistent evidence to support the role of cytoreductive surgery in both advanced-stage and recurrent endometrial cancer.
• Analogous to ovarian cancer, there appears to be a stepwise improvement in survival based on the size of residual disease postoperatively, advocating maximal surgical cytoreduction to microscopic disease to achieve the best clinical outcome. • In carefully selected patients, surgical cytoreduction is associated with an acceptable morbidity and mortality.
Future perspective
• Prospective, multi-institutional studies are needed to increase the number of patients enrolled and to further validate the survival advantage of surgical cytoreduction in advanced and recurrent endometrial cancer that has been demonstrated in numerous retrospective studies. • Selecting appropriate surgical candidates will rely on improved preoperative assessments, and studies can begin by investigating selection criteria that have demonstrated a survival advantage in secondary cytoreductive surgery for ovarian cancer, such as complete cytoreduction, disease-free interval, age and number of sites of recurrence. • The role of cytoreductive surgery in advanced and recurrent endometrial cancer is only a stepping stone and relies on the continued development of effective adjuvant therapies. • Improvements in healthcare are important in order to be able to provide patients with access to trained gynecologic oncologists who are capable of providing maximal cytoreductive surgical efforts. endometrial cancer. How can rates of optimal cytoreduction be maximized? Would there be a role for neoadjuvant chemotherapy in patients with advanced endometrial cancer? After cytoreductive surgery, what is the most effective adjuvant therapy to improve survival? Would there be any role for intraperitoneal chemotherapy? The current management of advanced and recurrent endometrial cancer is variable and includes: hormonal therapy, cytotoxic chemo therapy as single agents and combination regimens, radiation therapy that has been more recently investigated in the forms of intraoperative radiation therapy [38] or CyberKnife robotic radiosurgery [39] , and targeted therapies under investigation that inhibit angiogenesis and cellular signaling pathways involved in cell growth and proliferation. Many studies are underway in search of more effective adjuvant therapy in the setting of advanced and recurrent endometrial cancer. Improving postoperative survival outcomes for patients with advanced and recurrent endometrial cancer will also take work in the public health arena in order to provide more of these patients access to trained gynecologic oncologists who would be capable of providing the most complete surgical care. Currently, a major barrier is that the diagnosis of advanced endo metrial cancer is rarely made prior to surgery, and the general gynecologist or general surgeon that is often performing the initial surgery would not have the ability to perform the more extensive surgery required for full staging and cytoreduction. Bristow et al. highlighted this important point in the platinum era of advanced ovarian cancer patients, emphasizing that the strongest clinician-driven predictor of survival is surgical outcome [40] . The success rates of cytoreductive surgery for advanced ovarian cancer varied widely depending on the level of extensive formal training that the surgeon had undergone. Similar to advanced ovarian cancer, it would be critical for gynecologic oncologists to be involved in the primary surgery for advanced endometrial cancer. Therefore, we must also work at improving our healthcare system in order to be able to provide more patients with access to expert centers that are capable of performing maximal primary surgical cytoreduction, which would result in improved survival.
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